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Toward integrated medical resource policies for
Canada: 9. Postgraduate training and specialty
certification
Morris L. Barer, PhD; Greg L. Stoddart, PhD

T his is the ninth in a series of articles'-8 based
on the report Toward Integrated Medical
Resource Policies for Canada,* prepared for

the Federal/Provincial/Territorial Conference of
Deputy Ministers of Health.9-"1 In it we summarize
the key concerns-and policy avenues relating to the
postgraduate training of physicians. Although we
touch briefly on family practice programs and the
proposed 2-year prelicensure requirement we focus
primarily on the training that leads to specialty
certification by the Royal College of Physicians and
Surgeons of Canada (RCPSC), because this aspect
was identified by our interviewees and in the litera-
ture as being most in need of policy reform. (The
discussion and policy movement that have occurred
in this area since our interviews are encouraging but
as yet leave the main problems unsolved.)

We identified a total of five fundamental prob-
lems: (a) the number of postgraduate residency
training positions exceeds the number needed to
train current Canadian medical undergraduates,
(b) the allocation of residency positions across spec-
ialties is not determined by or aligned with the
relative need for the various specialties, (c) the
organization of the training programs is inefficient,
(d) the funding of and the clinical service provision

*The full report (in two volumes) is available for $75 (including
postage and GST) from Barbara Moore, Centre for Health Services
and Policy Research, University ofBritish Columbia, at the reprint
requests address, or fax (604) 822-5690, or from Lynda Marsh,
Centre for Health Economics and Policy Analysis, McMaster
University, Rm. 3H26, Health Sciences Centre, 1200 Main St. W,
Hamilton, ONL8N 3Z5, orfax (416) 546-5211.

by residents are organizationally and educationally
irrational and likely inefficient from a broader "op-
portunity-cost" perspective and (e) the training of at
least some graduates, even in the ostensibly general-
ist specialties, does not encourage them to practise
far from urban tertiary care centres.

Given the desired ratio of general and family
practitioners to specialists, and the important dis-
tinction between educational needs and service pro-
vision, there is an excess of funded residency posi-
tions in Canada. (We do not mean to play down the
problem of shortages in some specialties in which
the number of current residency training positions
will not rectify those shortages.) If we assume that
there are roughly 1700 medical graduates annually,
that about half should proceed to programs leading
to certification by the RCPSC and that each will on
average require 4.5 years beyond the initial prelicen-
sure year, then about 3825 such residency positions
(not including those in family practice) are required
to meet Canadian training needs. This is far fewer
than the approximately 4800 positionst now funded
by the provincial ministries of health alone.'2

Furthermore, the number of positions funded by
sources other than the ministries is not only signifi-
cant (increasing the total by almost 20%12) but also
growing rapidly.'3 Thus, an important factor in the
excess of residency positions is the apparent lack of

tThe Canadian Post-M.D. Education Registry (CAPER) reported
6525 positions funded by provincial ministries of health in 1990-
91.12 Assuming that 1700 positions are requiredfor the first year of
postgraduate training, this leaves about 4800 positions.
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coordination and control of funding sources.
The problem is exacerbated by the serious mis-

alignment of specialty training mix with the areas of
practice surplus and shortage.14-16 Program size and
prestige, service provision by residents, the influence
of clinical program directors and department heads,
and historical inertia appear to carry far more weight
in the allocation process than do issues of future
community needs.'7

The inappropriate mix of specialty postgraduate
positions arises in part from the third fundamental
problem: the inefficient national organization of
training programs. Each academic medical centre
tends to establish training programs in as many of
the 50 or so specialty areas as it can, and there are
thus too many programs, some of which are too
small to be efficient. Although we recognize that
programs in the core primary and some secondary
specialties are indispensable we found widespread
agreement that many other training programs could
easily be rationalized through the development of
regional centres of excellence or even through shared
training capacity among institutions.

There may be compelling reasons, for example,
for maintaining five residency training programs in
rheumatology in Ontario, five in pediatric infectious
diseases in the country (training seven residents) or
four rheumatology programs in the western prov-
inces (training eight residents).12 But the reasons are
not obvious, and these figures are not isolated
examples.

Not all programs can be of equivalent educa-
tional quality, and the present number and distribu-
tion of programs may offer some educational ex-
periences that are suboptimal. This type of educa-
tional inefficiency has perhaps the greatest long-
term impact, since it may affect practice patterns
and the quality of care provided by graduates.

Finally, the location and specialty mix of pro-
grams may influence graduates to choose practice
locations that are at odds with population needs.8 If
residency programs were less dominated by urban,
tertiary care training centres graduates would be less
likely to practise in such settings.

The fourth fundamental problem is the ir-
rational funding of postgraduate positions. Many
(if not all) ministries of health appear to be paying
twice for many services provided by residents: res-
idents receive a stipend from the ministry on the
grounds that their training involves the provision
of clinical services to patients,'8 and yet their clin-
ical supervisors bill provincial medical plans for
the same services. This has several unfortunate side
effects: (a) the clinical earnings of supervisors (at
least in some academic health centres) significantly
influence decisions about the specialty mix in clin-
ical teaching units, (b) the number and mix of
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clinical services that residents often provide are not
those that would best meet their educational needs
and (c) the importance of "practice-plan" income
to some academic medical centres tends to skew
their activities away from research and teaching
and toward service provision.5 6 '9

In addition, there is a multitude of funding
sources. There may be good reasons for funding
many positions other than through ministries of
health, but the present multiplicity of sources con-
tributes substantially to the lack of control and
coordination of the overall number of positions and
their location, purpose and specialty mix. Some
positions may be established for reasons unrelated to
education and without any regard for the broader
issues of overall training requirements. No one with
whom we spoke appeared to have a firm grasp of
who was funding which positions and for what
purposes.

The fifth and final problem is the curriculum or
clinical exposures provided to residents. This has
been commented on by Lewis and Sheps:20

The major problem in the quality and effectiveness of
medical education stems from the mismatch between the
health needs of the public and what is concentrated upon,
demonstrated and taught in our academic medical centers.
The educational program is dominated by the choices
made in research and patient care, which reflect the
interests of the many specialized individuals and groups
that make up the faculty. Though each of these choices has
some relevance to health and disease, when taken together,
they rarely match the health needs of the population as a
whole. Geriatrics and alcoholism, for example, present
massive problems which get little, if any, attention in the
academic medical center. The emphasis is on acute and
unusual conditions, leaving chronic disease grossly neglect-
ed. The focus is generally on the unusual rather than the
common problems. Prevention and rehabilitation are
given lip service. Tertiary care is preferred over primary
care. The patient in bed is deemed to be more interesting
than the one who is ambulatory. The patients in the
teaching hospital, where student experience is concentrat-
ed, represent a tiny fraction, less than 1 percent, of the
total number of patients who seek medical care at any
point in time. How can this experience be thought to

prepare students adequately for medical practice?

Our observations indicate that this almost
decade-old US description is an accurate reflection
of the problem in Canada now. In the face of stable
or slowly increasing numbers of funded residency
positions the proliferation of subspecialty programs
inevitably siphons off residents from core programs,
and "it becomes more likely that trainees will be
assigned to roles of little direct relevance to their
education."'3
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Causes of postgraduate training problems

The causes are not obvious. Perhaps the single
most important one is the absence of control and
coordination of the total complement of funded
positions and their allocation across specialties and
training sites. Even a cursory look at the statistics
provided by CAPER'2 reveals numerous examples of
duplication and of small programs.

However, there is a deeper issue. The need for
control and coordination seems widely acknowl-
edged and appreciated; thus, their virtual absence
must be attributed to a failure of political will, at two
levels. First, despite the ample opportunity for coor-
dination in some provinces no agency has stepped in
to take a leadership role (although the Council of
Faculties of Medicine in Ontario is trying). Second,
at the time of our report there had been few serious
attempts to develop interprovincial arrangements.*

This same lack of political will underlies the
misalignment of the mix of funded positions with
population needs. Provincial ministries have always
been keenly interested in the overall numbers of
positions they fund but apparently not in their
specialty mix. As one senior ministry official noted,
"We know it's a problem, and we know it's a
problem about which we could do something.
Somehow it never seems to be quite important
enough amidst the competing political and fiscal
priorities." Certainly, medical educatQrs have no
interest in seeing governments involved in the
"micromanage[ment of] postgraduate training."'9

There is ample evidence of similar problems at
individual institutions. As Maudsley'3 noted, "in
many programs the issue is not too few trainees but,
rather, too many CTUs [clinical teaching units]."
The causes are pressures from clinical teaching units
and potential clinical supervisors who would stand
to benefit personally from the establishment of
programs and affiliations.'3 This conflict between the
service needs of teaching units and the educational
needs of a mix of residents that matches population
requirements should be resolved in favour of the
educational interests (legitimate service needs being
met through other means).

Of course, it is not always (or ever) that easy.
For example, a province's subspecialty service needs
may be met only through the offer of an academic
affiliation and a residency program during recruit-
ment. To meet such needs a province may end up
training people it has no use for.

However, clinical teaching units have many
partners in this "crime." Affiliations with teaching

*This is a situation begging for a national strategy; individual
provincial initiatives might impede the development of such a
strategy.

units are developed in conjunction with the develop-
ment of new programs. The insatiable thirst of
academic medical centres for ever more subspecialty
programs (with the prestige and practice-plan in-
come they may represent) and their relative disre-
gard for primary care and core specialty programs2'
must be critically analysed.22 The role of the RCPSC
in this program proliferation appears to be a related
underlying cause: the college not only recognizes new
certificated specialties but also sets standards for and
accredits the new training programs that produce the
certificants. Each new certificated specialty appears
to pressure all deans of medical schools to establish a
program in that specialty;t this in turn pressures the
funding sources (ministries of health).

One cause of some of the fundamental curricu-
lar problems is that academic medical centres tend
to attract subspecialists, because these people have
the interests and skills needed for the types of
clinical research that receive the greatest academic
kudos. Unfortunately, the influence of such sub-
specialists extends well beyond their research publi-
cations: they represent the educational milieu, the
professional ethos and the mix of available clinical
exposures - pervasive influences that affect student
demands for particular residency programs, subse-
quent decisions about practice location and style,
and perspectives on the broader context of medical
practice.

Family practice training

Some of the problems we have outlined apply
equally to the training that leads to certification by
the College of Family Physicians of Canada (CFPC)
or to licensure in general practice. For example, the
number of funded postgraduate positions should be
consistent with undergraduate enrolment and the
desired ratio of family to specialist practitioners.
Similarly, the educational sites and curricular expo-
sures need to be more closely aligned with the mix of
clinical problems and support services that graduates
will face if they are to meet the most pressing needs
of the population. For example, it is difficult enough
to encourage graduates to establish rural lives and
practices, and if they feel unprepared to meet the
professional challenges in such situations they will be
even less inclined to establish nonurban practices.

Several academic centres have made progress in
aligning their training environments more closely
with eventual practice settings and in providing

tThis is not to say that the role ofthe RCPSC is inappropriate but,
rather, that there should be a broader set of considerations in the
recognition and accreditation processes. This problem appears to
have been recognized by the RCPSC, and steps are being proposed
that may improve the situation.23
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clinical exposure to usually underemphasized but
important areas such as chronic care, postoperative
care, mental health and geriatrics. Sufficient progress
is not yet being made everywhere, however. The
ethos of most academic medical centres, in which
family practice programs must compete for resources
and attention, continues to promote procedure-based
and technologically oriented medicine that can be
readily compartmentalized into subspecialties. Such
an ethos de-emphasizes clinical judgement (as distin-
guished from technical skill) and continues to favour
training within academic tertiary or quaternary care
institutions.*

Policy directions

Postgraduate training requirements for licensure

The apparently imminent shift from a 1-year to
a 2-year prelicensure requirement affords an oppor-
tunity to hasten the necessary reforms in this critical
area. It provides the potential not only to reverse
some of the more perverse incentives and irrational
mixes of clinical exposure in prelicensure training
but also to begin a fundamental rebuilding of the
ethos of medical training. The extra prelicensure
year should be used to ensure that postgraduates
receive significant exposure in areas of need (e.g.,
chronic care and rural area practice) rather than to
provide more specialization opportunities.

The importance of consistency across provinces
and territories in how this new training requirement
is incorporated cannot be overemphasized. Failure
to agree on this fundamental point would call into
question the feasibility of any national strategy on
physician resource policy. Inconsistent provincial
standards are likely to induce interprovincial flows
of trainees that may adversely affect attempts to
improve the geographic distribution of physicians.

Number oftraining positions for RCPSC
certification

We proceed from the fundamental premise that
instruments ought to align with targets. Because
residency training is intended primarily as the in-
strument by which to complete the education of

Canada's future medical specialists, the number of
funded residency positions for these educational
purposes should be largely determined according to
three considerations: the number of graduates of
undergraduate training programs, the desired ratio
of general or family practitioners to specialists and
the length of postgraduate training required for each
specialty. As noted, the current complement of
positions funded by the ministries of health alone is
much greater than these criteria would imply.t
Furthermore, if our recommendation on undergrad-
uate enrolment7 is adopted, even with the compulso-
ry 2-year prelicensure requirement the number of
positions presently funded by the ministries of
health collectively will exceed the number required
for educational purposes.

Thus, we recommend that the overall number of
funded residency positions for graduates of Can-
adian medical schools be brought into line with the
number of positions required for the completion of
their training. Assuming adoption of the 2-year
prelicensure training requirement by all provinces, a
first-year undergraduate class of 1600, an attrition
rate of 3% during undergraduate training, a 50:50
split into those undertaking 2 years of prelicensure
training and those going on for RCPSC specialty
certification (with an average training period of 5.5
years), the number of positions required for specialty
training (beyond the first year) is about 3500 (776 x
4.5). The number currently funded by provincial
ministries of health alone is about 4500.12

An additional 1600 positions (allowing some
room for upgrading and a third year for a small
proportion of trainees) would be needed for those
completing the 2-year family practice requirement
and 776 for the first postgraduate year of those
proceeding to RCPSC certification. However, this
totals less than 5900 positions - about 10% less
than the current 6500, even though the universal
2-year prelicensure requirement (built into this cal-
culation) is not yet in place.

Although crude, the estimate of 5900 is based
on a conservative set of assumptions. Our interviews
revealed nothing to suggest that adjustments to these
assumptions, within likely ranges, would alter the
conclusion that provincial ministries of health fund
about 10% more positions than can be justified by
the Canadian educational requirements.

*We do not wish to imply that graduates proceeding to general
licensure or family practice certification should receive no exposure
to tertiary care environments and problems. After all, that is the
only way they can receive exposure to the less common events that
may occasionally cross their paths. Rather, we are arguing for a
significant rebalancing ofexposures so that clinicians who will not
be in tertiary or quaternary care environments will have the
communication skills, composure, familiarity, confidence and clini-
cal judgement necessary to function effectively in primary and
secondary care settings.

tWe disagree with the RCPSC's view that "[modest] overall
increases in the number of posts in the last four years" (1987 to
1990) implies that "means have been found in most provinces to
rationalize residency positions."24 Undergraduate enrolment
peaked in 1984, and since the number ofpostgraduate positions at
that time was far more than was needed for training, it seems to us
that the continued increase in the number of residency positions
suggests precisely the opposite: that no means have yet been found
for rationalizing the number of residency positions.
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There are, however, two important corollaries of
our recommendation to reduce funded positions by
10%. First, the needed clinical services presently
provided by residents but not essential to their
training must be provided by some other configura-
tion of health care personnel. Second, the reductions
in funded residency positions must be phased in, so
that they do not disrupt the training of medical
students and residents already in programs.

With respect to the first corollary, we should not
assume without critical examination that the most
efficient way of providing service in clinical teaching
units is through the use of residents and their
supervisors. The clinical exposures necessary to the
education of residents as distinct from the clinical
service provided by residents will vary by specialty
and training site, but such a separation is a necessary
component of the process of realigning training
positions with training needs. Although we recognize
the practical problems of separating education from
service and understand that all clinical training will
have some service benefits, it became clear to us
through interviews and our review of the literature
that residents provide substantial amounts of service
that have absolutely no educational content or pur-
pose.25

The success of attempts to rationalize the num-
ber and mix of residency positions rests on this
fundamental realignment of means and ends. Not
only is much postgraduate training devoted to the
provision of clinical service, but also a large part of
this service is provided by foreign medical graduates,
recruited specifically to fill postgraduate positions
for the purpose of providing service. These then
become unplanned and often unneeded additions to
physician supply.4

Service needs left unsatisfied as a result of this
rationalization will need to be met through some
combination of alternative delivery models. No sin-
gle preferred option seemed obvious to us, and we
offered a number of relatively detailed possibilities
in our full report.'0

Finally, our calculations of the number of fund-
ed positions necessary for educational purposes do
not attempt to adjust for future changes in lengths of
residency programs. In light of residents' apparently
extensive provision of service not related to educa-
tional needs we suggest that initiatives to increase
the length of accredited programs be seriously exam-
ined. Such decisions must be made collaboratively
by the RCPSC, the training institutions and the
ministries of health.

Specialty mix and location ofresidency training
positions

In his 1973 address to the Association of Ameri-
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can Medical Colleges John Evans observed that "the
output of specialists of a given type seems to relate
more closely to the prestige of the specialty and the
momentum of the residency training program than
to the need for its products."26 Our information
suggests that little has changed.

There seem to be two key issues for policymak-
ers and education stakeholders about the mix of
residency positions: (a) the development and main-
tenance of information systems that will provide a
more reasoned structure on which to base the na-
tional mix of training positions and (b) the develop-
ment of organizational mechanisms for converting
the information into adjustments in the mix of
funded positions and training sites.

The same number and mix of specialists could
be trained more efficiently by consolidating or coor-
dinating programs across the country. The opportu-
nity cost of not doing so may be significant. Mauds-
ley"3 has noted the following:

The absence of a subspecialty program in a given disci-
pline does not imply that services are not provided to the
community, that undergraduate education is not available,
that there is no training for interns and residents in core
programs or that active research cannot occur. Some
subspecialty residency programs may need to be phased
out to generate a sufficient number of residency positions
to support core residency programs, family medicine
programs and existing or new programs that capitalize on
new areas of priority and strength within the medical
school.

The development of a reasonable and acceptable
approach to rationalizing the mix and location of
residency positions hinges in part on restructuring
the funding of academic medical centres5 and in part
on replacing the current institution-specific systems
of bargaining among department heads, deans and
residency program directors. New coordinating
bodies (national or regional) are needed that would
be responsible for overseeing all residency positions
funded from all sources. (In this respect, the new
National Coordinating Committee for Postgraduate
Medical Training seems a promising step in the right
direction.) Another need is for funding and alloca-
tion models that recognize the funding responsibili-
ties of individual provinces. This process will de-
pend on the development of better information, a
topic we will take up in the next article.

Since part of the RCPSC's interest is in main-
taining the highest possible level of educational
quality it seems reasonable to expect the college to
promote site amalgamation or interinstitutional col-
laborative program development to slow the prolifer-
ation of program sites. As part of its mandate the
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national coordinating committee might identify op-
portunities for amalgamation; the RCPSC would
then be responsible for helping the institutions
develop joint programs that meet accreditation stan-
dards.

The whole process of rationalizing the mix and
sites of specialty training will undoubtedly be fraught
with complex practical problems. However, such a
process is an important test of the will of the
provinces and of stakeholders within them to devel-
op a national strategy, for it is here (as much as
anywhere) that the need appears obvious, solutions
seem relatively clear, and collaboration, coordina-
tion and commitment will be necessary to meet that
need.

Funding ofpostgraduate residency training

The emphasis on payment of postgraduates for
service provision skews the training process. Sti-
pends should be structured to be sensitive to "educa-
tional achievement and . . . active participation in
sophisticated patient care"'9 rather than to service
provision in tertiary care hospitals. The practice of
having provincial medical plans pay fees to clinical
supervisors for the same service as that provided by
residents should be eliminated. Fee-for-service pay-
ment should be replaced by adequate non-fee pay-
ment to clinical supervisors for their supervision.5

With regard to funding sources it is probably not
possible or desirable to move toward a single-source
model (i.e., the ministries of health or their equiva-
lent). However, a more detailed examination of the
sources of funding for all positions, a source-by-
source examination of the purposes of the positions
and the development of policy initiatives to ensure
the consistency of purposes, numbers and outcomes
seem essential. (The full report'0 contains an extend-
ed discussion of specific situations in which such an
examination would likely bear fruit.) Although this
recommendation may smack of centralism, the prob-
lem of funding sources was seen as critical by
virtually everyone interviewed who had a view on
the subject.

Residency training curricula

The establishment of a number of accredited
residency programs in general skills that are tailored
to nonurban hospital settings - for example, general
surgery with obstetric skills and general practice with
skills in anesthesiology - seems warranted. Minis-
tries of health might hasten this process by providing
special developmental and evaluative funding (al-
though in the long term the necessary positions
would come from the reduced overall complement of
residency positions). The preferred location-of such

programs would be the schools that have a proven
record of producing clinicians willing and able to
function in these areas of need. Such programs may
be longer than most existing RCPSC-accredited pro-
grams, because one would be attempting to train
specialists with a broader set of highly developed
clinical skills.

As well, there is scope for collaboration between
the RCPSC, the CFPC and the Medical Council of
Canada to set examinations and to accredit certain
programs, which would ensure the preparation of
certificants who are able to provide care in the
settings where care is most needed. If incentives are
required to bring the postgraduate training curricula
along, an effective way would be to design examina-
tions that weed out graduates of programs that do
not adequately prepare them for these settings.

At present some students may select sub-
specialties because they believe that they require the
command of a more circumscribed body of knowl-
edge than that needed for general practice or a
general specialty. The continuing development by
the profession of "clinical guidelines" based on
evidence of effectiveness and cost-effectiveness as
well as computerized clinical databases may reduce
the pressure for subspecialization, because both of
these initiatives will assist with the management and
application of an ever-increasing body of clinical
knowledge. However, such initiatives will require a
substantial increase in the number of people with the
clinical training to develop the guidelines and to
promote their integration into everyday practice.
This points back to our discussion in an earlier
article of a key emerging role for academic medical
centres.'

Conclusion

This discussion highlights the complexity and
the urgency of problems in postgraduate medical
training and of the need to craft new policy avenues.
The policy suggestions described here involve a wide
variety of stakeholders and require careful integra-
tion with the initiatives described in earlier articles.
Some of the suggestions will be assisted by a more
comprehensive body of information than currently
exists. This is one of the topics addressed in our next
article.

We are grateful to the many people who provided personal
insights into this policy area during our interviews.
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Health, American Medical Association, 515 N State St.,
Chicago, IL 60610; (312) 464-4064.

5th Annual CMA Leadership Conference * 5e Conference
annuelle de l'AMC sur le leadership

Feb. 25-27, 1993 / du 25 au 27 fev. 1993
L'H6tel Westin Hotel, Ottawa
CMA Meetings and Travel Department / Departement des

conferences et voyages de l'AMC, PO Box/CP 8650,
Ottawa, ON KIG OG8; (613) 731-9331 or/ou
1-800-267-9703, fax (613) 523-0937

126th Annual Meeting of the Canadian Medical
Association * 126e Assemblee generale annuelle
de l'Association des medecins du Canada

Aug. 22-26, 1993 / du 22 au 26 aouit 1993
Calgary
127th Annual Meeting of the Canadian Medical
Association * 127e Assemblee generale annuelle
de l'Association des medecins du Canada

Aug. 14-19, 1994/du 14au l9aouit 1994
Montreal
CMA Meetings and Travel Department / Departement des

conferences et voyages de l'AMC, PO Box/CP 8650,
Ottawa, ON KIG OG8; (613) 731-9331 or/ou
1-800-267-9703, fax (613) 523-0937

Other Conferences * Conferences diverses
Oct. 5-6, 1992: 11th International Congress on Objective
Assessment in Rehabilitation Medicine

Hotel Sheraton Centre, Montreal
Centre de formation en readaptation du Quebec, 6300

Darlington Ave., Montreal, PQ H3S 2J4;
(514) 340-2089, fax (514) 340-2149
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